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1 . I am a Professor in the Department of Obstetrics, Gynecology and Reproductive 
Sciences at the University of California, San Francisco (UCSF) and an obstetrician-gynecologist 
with over 20 years of clinical experience. I currently provide clinical services, including abortion 
services, at Zuckerberg San Francisco General Hospital. I am also a Fellow of the American 
College of Obstetricians and Gynecologists (ACOG), where I previously served as Vice Chair of 
the Committee on Practice Bulletins for Gynecology. I am currently Vice Chair of the ACOG 
Committee on Health Care for Underserved Women. I am also a Fellow of the Society of Family 
Planning and a member of the American Public Health Association (APHA). Additionally, I 
serve as Director of Advancing New Standards in Reproductive Health (ANSIRH) at UCSF. 
ANSIRH conducts innovative, rigorous, multidisciplinary research on complex issues related to 
people’s sexual and reproductive lives. I am also a Senior Advisor at Ibis Reproductive Health, a 
nonprofit research organization. I am a liaison member of the Planned Parenthood National 
Medical Committee, and between 2012 and 2015 I provided clinical services with Planned 
Parenthood Northern California (formerly Planned Parenthood Shasta Pacific). My research has 




been supported by grants from federal agencies and private foundations. I have published over 
130 articles in peer-reviewed journals, and I am a member of the Editorial Board of the journal 
Contraception. 

2. I have served as a medical expert in cases challenging medically unnecessary and 
targeted regulations of abortion providers, including in a case that was decided by the Iowa 
Supreme Court, Planned Parenthood of the Heartland, Inc. v. Iowa Board of Medicine , 865 
N.W.2d 252 (Iowa 2015), which struck as unconstitutional rules that restricted the use of 
telemedicine for medication abortion. 

3. I earned a B.S. in Molecular Biophysics and Biochemistry from Yale University 
and an M.D. from Stanford University School of Medicine. I completed a residency in 
Obstetrics, Gynecology, and Reproductive Sciences at UCSF. 

4. An updated and current version of my curriculum vitae (CV), which sets forth my 
experience and credentials more fully, is attached to this declaration. My CV contains a complete 
list of the publications that I have authored or co-authored. 

5. I submit this affidavit in support of enjoining enforcement of S.F. 471 (“Act”). I 
understand that the Act requires patients seeking an abortion to first have an ultrasound, receive 
certain state-mandated information, and wait at least 72 hours before returning for the procedure. 
In my opinion, this requirement will not enhance women’s decision-making about abortion and 
will impose significant obstacles on them. These obstacles, in turn, will delay women, exposing 
them to unnecessary health risks and other harms, and will likely prevent some women from 
having an abortion at all. 
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6 . 


The opinions in this declaration are based on my education, clinical training, 


experience as a practicing physician over the past twenty -three years, my own medical research, 
regular review of other medical research in my field, and attendance at professional conferences. 
The facts in this declaration are based on my personal knowledge. 

Access to Legal Abortion is Vital to the Protection of Public Health 

7. Women seek abortions for a variety of medical, familial, economic, and personal 
reasons. 59% of women who seek abortions are mothers who have decided that they cannot 
parent another child at this time, 1 and 66% plan to have children when they are older (and, for 
example, financially able to provide necessities for them, and/or in a supportive relationship with 
a partner so their children will have two parents). 2 Approximately one-third of women in this 
country will have an abortion in their lifetime. 3 

8. It is extraordinarily important for women to have timely access to legal abortion. 
Women of childbearing age who do not have access to the procedure face significantly increased 
risks of death and poor health outcomes. 

9. While abortion is a safe procedure, the risks from abortion increase as the 
pregnancy advances. Thus, delaying abortions until later in pregnancy drives up the risk of 
complications. 4 


1 Jenna Jerman, Rachel K. Jones, & Tsuyoshi Onda, Guttmacher Inst., Characteristics ofU.S. 
Abortion Patients in 2014 and. Changes Since 2008 (May 2016). 

2 Stanley Henshaw & Kathryn Kost, Abortion Patients in 1994-1995: Characteristics and 
Contraceptive Use, 28 Fam. Plan. Persp. 140, 144(1996). 

3 Rachel K. Jones & Megan L. Kavanaugh, Changes in Abortion Rates Between 2000 and 2008 
and Lifetime Incidence of Abortion, 117 Obstetrics & Gynecology 1358, 1365 (2011). 

4 Linda A. Bartlett et al., Risk Factors for Legal Induced Abortion-Related Mortality in the 

3 




10. When legal abortion is unavailable or difficult to access, some women turn to 
illegal, and unsafe, methods to terminate unwanted pregnancies. 5 Other women, deprived of 
access to legal abortion, forego the abortions they would have obtained if they could have and, 
instead, carry unwanted pregnancies to term. These women are exposed to increased risks of 
death and major complications from childbirth, 6 and they and their newborns are at risk of 
negative health consequences, including reduced use of prenatal care, lower breastfeeding rates, 
and poor maternal and neonatal outcomes. 7 Women forced to carry an unwanted pregnancy to 
term also may find it harder to bring themselves and their family out of poverty. 8 And women 


United. States, 103 Obstetrics & Gynecology 729, 735 (2004). 

5 Daniel Grossman et al., Self-Induction of Abortion Among Women in the United States, 18 
Reproductive Health Matters 136 (2010); Daniel Grossman et al.. The Public Health Threat of 
Anti-Abortion Legislation, 89 Contraception 73,73 (2014); Tex. Poi’y Eval. Project, Research 
Brief: Texas Women’s Experiences Attempting Self-Induced Abortion in the Face of Dwindling 
Options (Nov. 17,2015), https://liberalarts.utexas.edu/txpep/_files/pdf/TxPEP-Research-Brief- 
WomensExperiences.pdf. 

6 Elizabeth G. Raymond & David A. Grimes, The Comparative Safety of Legal Induced Abortion 
and Childbirth in the United States, 119 Obstetrics & Gynecology 215,216 (2012). 

7 AP Mohllajee et al., Pregnancy Intention and Its Relationship to Birth and Maternal Outcomes, 
109 Obstetrics & Gynecology 678 (2007); Jessica D. Gipson, Michael A. Koenig, & Michelle J. 
Hinden, The Effects of Unintended Pregnancy on Infant, Child, and Parental Health: A Review 
of the Literature, 39 Stud. Fam. Plan. 18 (2008). 

8 Ushma D, Upadhyay, M. Antonia Biggs & Diana Greene Foster, The Effect of Abortion on 
Having and Achieving Aspirational One-Year Plans, 15 BMC Women’s Health 102 (2015); Am. 
Pub. Health Ass’n (APHA) Annual Meeting and Expo, Session 4150, Invited Panel: The 
Turnaway Study: Experiences of Women and Children Following Abortion and Denial of 
Abortion ( see especially Diana Foster et al., Effect of Being Denied a Wanted Abortion on 
Women’s Socioeconomic Wellbeing & Diana Foster, Sarah Raifman, & M. Antonia Biggs, Effect 
of Abortion Receipt and Denial on Women’s Existing and Subsequent Children), 
https://apha.confex.com/apha/144am/meetingapp.cgi/Session/49007. 


4 



who are victims of partner violence will, in many cases, face increased difficulty escaping that 
relationship (because of new financial, emotional, and legal ties with that partner). 9 

1 1 . Women in Iowa and elsewhere have limited access to abortion care because of a 
combination of state restrictions and limited provider availability. Even though advanced 
practice non-physicians can safely provide medication abortion and early surgical abortion, Iowa 
law prohibits them from doing so. 10 PPH uses telemedicine to connect their physicians with 
patients in some outlying areas where they operate clinics, but even with this service, 89% of 
Iowa counties still lack a provider, and 42% of women live in these counties. 11 

12. Women seeking an abortion also face significant personal obstacles. Most are 
below or close to the poverty line and therefore struggle to pull together the resources to take 
time off from work and arrange transportation, 12 One study from Arizona, before that state’s 
mandatory delay law went into effect, found that “the majority of women seeking abortion care 
had to forego or delay food, rent, childcare, or another important cost to finance their abortion.” 13 


9 Sarah C.M. Roberts et a!., Risk of Violence From the Man Involved in the Pregnancy After 
Receiving or Being Denied an Abortion, 12 BMC Medicine 144 (2014). 

10 Sharmani Barnard et al., Doctors or Mid-Level Providers for Abortion, 7 Cochrane Database 
Syst. Rev. CD01 1242 (2015); Iowa Code Ann. § 707.7; see also Guttmacher Inst., Overview of 
Abortion Laws (2017), https://www.guttmacher.org/print/state-policy/explore/overview- 
abortion-laws. 

11 Rachel K. Jones & Jenna Jerman, Abortion Incidence and Service Availability In the United 
States, 2014. 49 Persp. Sexual & Reproductive Health 17,23 (2017); see also Guttmacher Inst., 
State Facts About Abortion: Iowa (2017), https://www.guttmacher.org/fact-sheet/state-facts- 
about-abortion-iowa. 

12 Jerman, Jones, & Onda, supra note 1 , at 11 (“75% of abortion patients are low income, having 
family incomes of less than 200% of the federal poverty level.”) 

13 Deborah Karasek, Sarah C.M. Roberts, & Tracey A. Weitz, Abortion Patients’ Experience and 
Perception of Waiting Periods: Survey Evidence Before Arizona’s Two-visit 24-Hour Mandatory 
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13. As noted above, most of these women are already parents (many have multiple 
children), and therefore need to organize and/or pay for additional childcare when they have 
health care visits. Many have inflexible work schedules and must work within narrow time 
constraints to arrange appointments. Still others must conceal these arrangements from abusive 
or controlling partners or family members. 14 

14. It is important to consider new abortion restrictions in this context: access to 
abortion is important to public health, and it is already limited. 

Abortion Methods 

15. In the United States, there are generally two methods of performing abortion: 
medical, by administering certain drugs, or surgical, using various methods depending on the 
gestational age of the fetus. This former method, which is known as a “medical” or “medication” 
abortion and which I refer to here as “medication abortion,” is generally only available through 
70 days after the first day of the woman’s last menstrual period (LMP) or through ten weeks of 
pregnancy. 


Waiting Period Law, 26 Women’s Health Issues 60, 64 (2016). 

i4 See ACOG, Comm. Op. No. 554: Reproductive & Sexual Coercion, 121 Obstetrics & 
Gynecology 411 (2013); Jerman, Jones, & Onda, supra note 1 , at 7; Rachel K. Jones, Lawrence 
B. Finer, & Susheela Singh, Guttmacher Inst., Characteristics ofU.S. Abortion Patients, 2008 at 
8 (May 2010), https://www.guttmacher.org/sites/default/files/report_pdf/us-abortion~patients.pdf 
(61% of abortion patients surveyed already had children, and 34% had two or more); Michael 
Lupfer & Bohne Goldfarb Silber, How Patients View Mandatory Waiting Periods for Abortion, 
13 Fam. Plan. Persps. 75,76—77 (1981) (describing problems with delay, including increased 
expenses and missing additional time at work); Karasek, Roberts, & Weitz, supra note 13, at 62— 
63 (31% reported compromised confidentiality because they had to tell someone they did not 
want to tell); Sarah E. Baum et al., Women’s Experience Obtaining Abortion Care in Texas After 
Implementation of Restrictive Abortion Laws: A Qualitative Study, 1 1 PLoS One 1 (2016); see 
also Sanders et al., infra note 28. 
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16. Medication abortion involves safely and effectively terminating a pregnancy non- 
surgically, through a combination of two prescription drugs: mifepristone and misoprostol. 
Mifepristone works by blocking the hormone progesterone, which is necessary to maintain 
pregnancy. Misoprostol then causes the uterus to contract and expel its contents, generally within 
hours, thereby completing the abortion. Medication abortion requires no anesthesia or sedation. 

17. Surgical abortion involves the use of instruments to evacuate the contents of the 
uterus. Whereas first-trimester surgical abortion is generally a simple procedure lasting five to 
ten minutes, the method becomes longer and more complex later in pregnancy. Unlike 
medication abortion, surgical abortion often involves sedation and, in rare cases, involves 
general anesthesia. 

18. A significant percentage of eligible women choose a medication abortion. In fact, 
in Iowa, the state’s vital statistics report for 2015 states that 55% of the abortions performed that 
year were medication abortion. 15 

19. My own research in Iowa has documented that most women who choose a 
medication abortion have a strong preference for this method. 16 

20. Many women prefer medication abortion because they can complete the process 
in the privacy of their homes, with the company of loved ones, and at a time of their choosing. 


,3 Iowa Dep’t of Pub. Health, Bureau of Health Statistics, 2015 Vital Statistics of Iowa 131 (last 
revised Mar. 7, 2017), https://idph.iowa. gov/PortaIs/l/userfiles/68/HealthStats/vital_stats_2015- 
20170307.pdf. 

16 Daniel Grossman et al., Effectiveness and Acceptability of Medical Abortion Provided Through 
Telemedicine, 118 Obstetrics & Gynecology 296, 300 (Aug. 2011). 
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21 . Some women choose medication abortion because they fear a procedure involving 
surgical instruments. Victims of rape, or women who have experienced sexual abuse or 
molestation, may choose medication abortion to feel more in control of the experience and to 
avoid trauma from having instruments placed in their vagina. 

22. For other women, there are medical reasons why medication abortion is better for 
them than surgical abortion. Some women have medical conditions that make medication 
abortion a significantly safer option, as it has a lower risk of both complications and failure than 
surgical abortion. These conditions include anomalies of the reproductive and genital tract, such 
as large uterine fibroids, female genital mutilation, vaginismus, or cervical stenosis, as well as 
severe obesity or an extremely flexed uterus, all of which make it difficult to access the 
pregnancy inside the uterus as part of a surgical abortion. 

23. For these reasons, it is important to public health that women seeking an abortion 
are able to access care as early in their pregnancy as possible, when it is safest and, in many 
cases, when they have the option of avoiding surgery. 

Mandatory Delay Laws Do Not Enhance Decision-Making 

24. I treat patients in California, which does not require a delay period before patients 
can access abortion. 

25. Before I initiate an abortion procedure, whether medical or surgical, I screen 
patients to make sure they are making a voluntary, informed decision. Because of this process, I 
am very familiar with how patients come to their decision to terminate a pregnancy. In my 
experience, women take the decision seriously, and they have gone through a meaningful 
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decision-making process before coming to the clinic. They have carefully considered their own 
situation, values and goals and consulted important people in their lives. 

26. By the time they come to the clinic where I practice, most patients are firm in 
their decision to terminate their pregnancy. All patients meet with a counselor to review their 
decision, and some require additional counseling to help with their decision-making. If a patient 
is still undecided at the end of this process, we advise her to take more time with the decision, 
and to consult with others if she is comfortable doing so. That is standard practice and the 
standard of care among abortion providers. 

27. Thus, based on my years of clinical experience, I do not believe women need to 
be forced to wait at least 72 hours after an ultrasound in order to make careful decisions about 
their pregnancy. To the contrary, such a blanket requirement trivializes the process women have 
already gone through and the firm decision they have made by the time they come to the clinic. 

28. Research on mandatory delay laws in other states also indicates that these laws do 
not enhance decision-making. To begin with, research shows that, as in my clinical experience, 
the vast majority of patients are firm in their decision by the time they arrive at the clinic. 17 In 
fact, one study found that abortion patients were as or more certain of their decision than patients 
presenting for various other procedures or treatments, such as mastectomy after a breast cancer 
diagnosis, prenatal testing after infertility, antidepressant use during pregnancy, reconstructive 

17 Mary Gatter et al., Relationship Between Ultrasound Viewing and Proceeding to Abortion , 123 
Obstetrics & Gynecology 81, 82—83 (2014) (finding that, when asked “How do you feel about 
your decision,” 85.4% of patients responded that they felt confident and clear); Sarah C.M. 
Roberts et al., Utah’s 72-Hour Waiting Period for Abortion: Experiences Among a Clinic-Based 
Sample of Women, 48 Persp. on Sexual & Reprod. Health 179, 182 (2016) (71% of patients 
reported low levels of decisional conflict). 
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knee surgery, or prostate cancer treatment options. 18 In another longitudinal study of almost 700 
abortion patients, over 99% reported that abortion was the right decision for them when asked at 
several time points over three years after the procedure. 19 

29. I am currently involved in research looking at the effects of Texas’s state- 
mandated ultrasound and 24-hour mandatory delay law. Under Texas law, providers must not 
only offer to show the patient the ultrasound image and sound, but also describe the ultrasound to 
her. As part of this research, we surveyed patients at a number of clinics after their initial visit. 
Although we have not yet published these data in final form, the data indicate that this visit does 
not affect patient certainty; 92% had medium-high confidence in their decision about the 
abortion before the ultrasound, and the same percentage had medium-high confidence in their 
decision after. 20 

30. Roberts et al. found similar results looking at patients subjected to Utah’s 72-hour 
mandatory delay law. Specifically, the percentage of women who came to their first visit with a 
low level of uncertainty and nonetheless continued their pregnancy after the delay period (2%) 
was “in the range of the proportions found changing their mind (1-3%) in settings with no or 
minimal waiting periods.” 21 


18 Lauren J. Ralph et al., Measuring Decisional Certainty Among Women Seeking Abortion, 95 
Contraception 269, 276 (2017). 

19 Corinne Rocca et al., Decision Rightness and Emotional Responses to Abortion in the United 
States: A Longitudinal Study, 10 PLoS One 1, 1 (2015). 

20 Tex. Pol’y Evaluation Project, Impact of Abortion Restrictions in Texas: Research Brief { Apr. 
2013), https://liberalarts.utexas.edu/txpep/Jfiles/pdf/TxPEP-ResearchBrief- 
ImpactofAborti onRestrictions .pdf. 

21 Roberts et al., supra note 17, at 185. 
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3 1 . These studies indicate that mandatory delay laws do not dissuade women from 


seeking an abortion, which is not surprising to me, since as indicated above, they already 
deliberate and consider their options before scheduling the procedure. 

32. A study by Gatter et al. looked at decisional certainty among women seeking an 
abortion at a Los Angeles clinic and also at decision-making about whether to view the 
ultrasound. In this study, patients were scheduled for an ultrasound and an abortion on the same 
day, and they were asked beforehand whether or not they wanted to view the ultrasound. A 
majority of patients chose not to view the ultrasound (which is my experience as well), and 
98.8% of women went forward with the abortion after the informed consent process. Among the 
85.4% of patients with follow-up data and reporting high decisional certainty, there was no 
association between the decision to view the ultrasound and the decision to continue a pregnancy 
(patients opting to view the ultrasound were just as likely to terminate their pregnancy as patients 
opting not to). 22 Among the small minority of patients reporting medium or low decisional 
certainty (7,4%) 23 , there was an association with continuing the pregnancy. However, because 
the patients were not randomized to whether or not they viewed the ultrasound (it was their 
choice), the association may have appeared because, within the broad category of patients with 
“medium or low decisional certainty,” women who were more inclined to continue their 
pregnancy (regardless of whether or not they viewed the ultrasound) may have been more likely 
to choose to view the ultrasound. 


22 

23 


Gatter et al., supra note 17, at 83-84. 
Id. 
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33. In short, the overwhelming majority of patients arrive at their appointment certain 
in their decision without a state-mandated delay period. Providers are trained to screen for 
uncertainty, and the standard of care is not to proceed with an abortion if the patient is uncertain 
but rather to advise her to take more time with her decision. This is the best approach, clinically, 
to ensure that women who are firmly decided receive prompt care, and women who are not 
receive the support they need to reach a firm decision. 

34. An additional problem with the Act is that it requires providers at the initial visit 
to inform patients of “indicators” and “contra-indicators.” These are not medical terms, and I 
have never seen them before. In my opinion, providers will not know what information they need 
to give in order to comply with this requirement. 

Mandatory Delays Burden Patients 

35. Research also indicates that requiring patients to make an additional trip to the 
clinic and then wait a specified time period before having an abortion makes it harder for them to 
access this care. The Act is a particularly burdensome version of this requirement; if it stays in 
effect, Iowa will be one of only three states (joined by Missouri and South Dakota) that requires 
an in-person visit and 72-hour wait. 24 

36. To begin with, patients overwhelmingly do not want these requirements. In one 
study surveying 379 Arizona patients, 88% of patients expressed a preference for being 


24 Guttmacher Institute, Counseling and Waiting Periods for Abortion (Apr. 1 , 2017), 
https://www.guttmacher.org/state-policy/explore/counseling-and-waiting-periods-abortion. This 
chart lists Utah in this category. However, Utah does not require an ultrasound or an in-person 
meeting for the first encounter (so long as the patient and provider meet “face-to-face,” which 
includes via teleconference from the patient’s home), so Utah does not in fact require two trips. 
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counseled and having an abortion on the same day, with only 12% preferring to have these visits 
on different days. 25 The 88% who preferred same-day care were significantly more likely than 
the other group to say that a mandatory delay would prevent their support person from 
accompanying them and also that they would travel out of state to avoid such a requirement. 26 

37. One recent study looking at Utah’s 72-hour mandatory delay law found that the 
requirement imposed substantial burdens on patients. For example, patients were delayed an 
average of eight days, generally due to logistical reasons (as opposed to needing more time to 
come to a final decision). 27 As set forth above, this degree of delay prevents some women from 
having a medication abortion and exposes all women to the increased medical risk associated 
with delay. This finding has particular significance for Iowa, where medication abortion is 
available in eight towns and cities, while surgical abortion is only available in two out of the 
eight. 

38. Notably, a small number of patients in the Utah study were still seeking abortions 
three weeks after their initial visit, one patient had been pushed past her provider’s gestational 
age limit, and at least one patient had been pushed past the point in her pregnancy when she felt 
comfortable terminating. 28 


23 Karasek, Roberts, & Weitz, supra note 13 , at 64. 

26 Id. 

27 Roberts et al ., supra note 17, at 184. 

28 Id. at 179, 183. 
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39. This study found other burdens as well. Patients faced increased costs and 
diminished confidentiality. Women with pregnancy-related illness or symptoms had to endure 
these for an additional period. 29 

40. Women also reported significant stress associated with the delay along with a 
feeling of powerlessness and fear that they would lose desired medical options (such as non- 
surgical abortion). 30 That is consistent with my decades of clinical experience: patients are often 
anxious to terminate their pregnancy for various reasons. Some are experiencing debilitating 
pregnancy symptoms, such as intense nausea, or have a condition that may be exacerbated by 
pregnancy, such as hypertension. Some need to conceal the pregnancy and abortion from a 
coercive or abusive partner or family member, or from others in their community. Some are 
survivors of rape, and are particularly anxious to terminate their pregnancy because it is a 
constant, invasive reminder of that traumatic experience. 31 And some who are certain about their 
decision are nonetheless anxious about the abortion process itself; this can be especially acute for 
women who have a history of physical or sexual abuse or a past traumatic medical experience. 

41 . The Utah findings also are consistent with my current research in Texas, where 
31% of women reported that the mandatory delay had a negative effect on their emotional well- 


29 Id. at 183-84; see also Jessica N. Sanders et al ., The Longest Wait: Examining the Impact of 
Utah’s 72-Hour Waiting Period for Abortion, 26 Women’s Health Issues 483, 485 (2016) (62% 
of patients reporting negative effects from the mandatory delay, including lost wages, 
transportation costs, and having to disclose their situation to others they did not want to involve). 

30 Roberts et al., supra note 17, at 184. 

31 In addition, the many logistical difficulties of arranging a separate visit to the provider, 
including taking time off from work and/or school, arranging child-care, and making the 
necessary travel arrangements, are likely to be even more difficult for a woman following a 
traumatic event such as a rape. 
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being, and 23% found it difficult to get to the clinic for the consultation visit. 32 In a multivariable 
analysis, women below federal poverty guidelines were significantly more likely to report 
difficulty getting to the clinic. Patient costs associated with that extra, medically unnecessary 
visit averaged $141. 33 

42. These recent data confirm earlier research finding that mandatory delay laws 
severely burden women seeking an abortion. Studies of Mississippi’s two-trip, 24-hour 
mandatory delay law found that, after that law went into effect, not only did abortion rates 
decline in that state, but the incidence of second-trimester abortion increased significantly 
(without increasing in neighboring states without such a requirement), as did the number of 
women traveling out of state to access abortion. 34 A 2009 review of that and other research 
concluded “that mandatory counseling and waiting period laws that require an additional in- 
person visit before the procedure likely increase both the personal and the financial costs of 
obtaining an abortion, thereby preventing some women from accessing abortion services,” and 
also that “(i]f neighboring states have similar laws, so that access to an abortion provider who 
does not require this strict form of waiting period requires extensive travel, then such laws are 


32 Impact of Abortion Restrictions in Texas: Research Brief, supra note 20, at 1; Daniel 
Grossman et al ., Impact of Restrictive Abortion Law on Women in Texas , 88 Contraception 434 
(2013) (abstract). 

33 Id. 

34 Theodore Joyce, Stanley K. Henshaw, & Julia DeClerque Skatrud, The Impact of Mississippi’s 
Mandatory Delay Law on Abortions and Births, 278 J. Am. Med. Ass’n 653 (1997); Ted Joyce 
& Robert Kaestner, The Impact of Mississippi’s Mandatory Delay Law on Timing of Abortions , 
32 Fam. Plan. Persp. 4 (2000). 


15 



likely to lower abortion rates, delay women who are seeking abortions and result in a higher 


proportion of second-trimester abortions.” 35 

43. In light of this evidence, the American College of Obstetricians and 
Gynecologists, the leading professional medical group devoted to the care of women, has 
recognized that multi-trip mandatory delay laws impose burdens on women and reduce their 
access to care, and that these laws therefore are “harmful to women’s health.” 36 

44. In addition to these concerns, I am particularly worried about the impact of the 
two-trip, 72-hour mandatory delay on Iowa women in rural and outlying areas. Until PPH began 
using telemedicine to provide medication abortion in these areas in 2008, women had to travel 
far distances— in some cases hundreds of miles— to reach a clinic in Des Moines or Iowa City 
with a physician present. Because of telemedicine, these women now have far more access, but 
only in the first 10 weeks of their pregnancy. Because women often do not become aware that 
they are pregnant until about 5 weeks LMP or later, many women struggle to access care within 
that 10-week period. An extra trip to the clinic and a 72-hour mandatory delay (which in practice 
often amounts to a delay of more than a week) will push many of these women past that window; 
not only will they lose the option of a non-surgical procedure, but they will have to travel much 
farther to receive care. 37 


35 Theodore J. Joyce et al., Guttmacher Inst., The Impact of State Mandatory Counseling and 
Waiting Periods on Abortion at 15 (2009), https://www.guttmacher.org/report/impact-state- 
mandatory-counseling-and-waiting-period-laws-abortion-literature-review. 

36 ACOG, Comm. Op. No. 613: Increasing Access to Abortion (Nov. 2014, reaffirmed 2017), 
http://www.acog. org/-/media/Committee-Opinions/Committee-on-Health-Care-for-Underserved- 
Women/co6 1 3 ,pdf?dmc= 1 &ts=2017041 2T 1753496343 . 

37 Roberts et al., supra note 17, at 184 (“Women who had an abortion waited about eight days 
between the information visit and the abortion.”) 
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45. Research indicates that these distances are an additional barrier to care, pushing 
women further into their pregnancy, when abortion is less safe and more expensive. A study of 
abortion in Washington state found that rural women who had to travel more than 75 miles to 
obtain an abortion were two to three times more likely than women travelling less than 75 miles 
to terminate after 12 weeks, and that after abortion became less available in Washington, “the 
proportion of rural women having their abortions at later than 18 weeks more than doubled . . . 
growing from 2% to 5%,” and the proportion of rural women having abortions after 18 weeks 
was “significantly higher than that among their urban counterparts.” 38 In our research in Texas, 
we found that when clinics closed, there was a significant association between increasing 
distance to the nearest clinic and decline in the number of abortions, demonstrating how 
geographic barriers prevent women from obtaining care. 39 

46. For some women, the delay required by the Act will push them entirely out of the 
window in which they can access an abortion in Iowa at all (particularly given the new 20-week 
ban Iowa has enacted), forcing them to travel out of state to have an abortion, if they have the 
resources to do so. For others, it will force them to carry to term or to take potentially dangerous 
measures to self-abort. 

47. I understand that the Act contains no exceptions other than for a medical 
emergency, which I understand is defined elsewhere as a physical condition that either poses a 


38 Sharon A. Dobie et al Abortion Services in Rural Washington State, 1983-1984 to 1993- 
1994; Availability and Outcomes, 31 Fam. Plan. Persp. 241, 243 (1999); see also Joyce, 
Henshaw, & Skatrud, supra note 34. 


39 


Daniel Grossman et al., Change in Distance tO:Near.e.s.t Eiiei lity and Abortion in Texas, 2012 to 


2014, 317 J. Am. Med. Ass’n 437 (2017). 
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threat to the patient’s life or “will create a serious risk of substantial and irreversible impairment 
of a major bodily function of the pregnant woman.” Iowa Code § 146B . 1 (6) (2017). In my 
opinion and based on my experience, this exception does not begin to encompass the situations 
in which a 72-hour mandatory delay, in combination with a 2-trip requirement, would pose a 
particularly extreme hardship for a woman seeking an abortion. As noted above, some women 
need immediate care without unnecessary additional trips to the clinic, either because they are 
sick (but not in such a way that a major bodily function is about to be irreversibly impaired), or 
because their pregnancy is the result of rape and is itself traumatic, or because they are in danger 
of abuse if a partner or family member discovers their pregnancy. 

48. I have also treated patients who made the painful decision to terminate a wanted 
pregnancy after discovering a serious fetal anomaly, including an anomaly that would have made 
the fetus unable to survive to term or after birth. I understand the law would require these 
patients not only to make an extra trip and then wait at least three days, but also to be counseled 
about “the options relative to pregnancy, including carrying to term.” Iowa Code § 
146A.l(l)(d)(a). This requirement will cause gratuitous pain to patients who are already 
grieving. It goes against the ethic of compassionate care that is central to the medical profession. 

49. For all of the foregoing reasons, the Act will not improve women’s decision- 
making about abortion, and will significantly burden them, diminish their access to care, and 
expose them to increased medical risk. 

Signed this ^ day of April, 2017. 
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